Abstract
Men's health: a population-based study on social inequalities A saúde dos homens: desigualdades sociais em estudo de base populacional
Introduction
Male excess mortality in practically all age groups, extensively documented in the literature, entails different life expectancies for men and women 1, 2, 3, 4 . In Brazil, this difference is currently some 7.6 years (69.4 and 77.0 years for men and women, respectively), resulting in a significantly smaller male population in the older age groups 5 . Although women report higher diseases prevalence rates, when disease severity is analyzed, men normally present higher rates of chronic diseases with high lethality 6 .
Given this scenario, the Brazilian Ministry of Health took an important step in 2009 when it launched the National Policy for Integral Attention to Men's Health (PNAISH), which aims to promote improvements in the health of the Brazilian male population, contributing to the reduction of morbidity and mortality by means of addressing the risk factors and facilitating access to actions and services for comprehensive health care, with primary care as the gateway preferential of Brazilian Unified National Health System (SUS) 7 .
According to Courtenay 8 , hegemonic masculinity is the socially dominant gender construct that reflects and shapes social relations between men and women and among men. This construct is based on the hegemonic ideals and represents power and authority, necessary attributes for constituting men as such and their health-relat-ARTIGO ARTICLE ed beliefs and behaviors, the results of a social construction. In the constant quest for the ideals of manhood, power, and privilege, men are frequently led to adopt harmful health behaviors, with the emergence of relevant risk factors for illness 1, 8, 9 .
Various studies have analyzed how socioeconomic, ethnic/racial, regional, and gender inequalities impact the morbidity and mortality profile and access and use of health services 10 . However, few studies have focused on men's health and the effects of social inequalities 1, 2 . According to Muntaner et al. 11 , measurements of social stratification, including level of schooling, are important predictors of morbidity and mortality patterns, and various studies have assessed the relationship between such indicators and health outcomes. Information on complete years of schooling has advantages over other measures of social stratification because it is universal, easy to collect, and stable over the individual's lifetime 12 .
Based on the above and considering the male population's vulnerability, especially at younger ages, this study aims to evaluate social inequalities in health according to schooling, among men 20 to 59 years of age living in Campinas, São Paulo State, Brazil.
Methods
This is a cross-sectional, population-based study, the data for which were obtained from the Campinas Health Survey (ISA-Camp) conducted in 2008-2009. Data were collected by previously trained interviewers, using a questionnaire organized in thematic sections: morbidity, accidents and violence, mental health, quality of life, use of health services, preventive practices, use of medicines, health-related behaviors, and socioeconomic characteristics.
The survey's sample was obtained by twostage probabilistic sampling. Initially, 50 census tracts from the urban area of the City of Campinas were selected, with probability proportional to size, defined as the number of households, followed by a field survey to identify the existing private households in the selected tracts.
The households were selected in the second stage, aimed at conducting 20 interviews in each census tract for three population subgroups: adolescents (10 to 19 years), adults (20 to 59 years), and elderly (60 years or older), which constituted the study domains.
Samples of equal sizes were selected, with one thousand individuals for each domain. The number of interviews would allow estimating proportions of 0.50 with a sampling error of 4 to 5 percentage points for a 95% confidence interval and design effect of 2.
The data analyzed in the current study refer to the male population in the 20-59-year age bracket. For this group, the sampling error would be on the order of 6.2%. According to data from the 2000 Population Census (Instituto Brasileiro de Geografia and Estatística; http://www.ibge.gov. br), one thousand adults would be found by visiting 522 households. Providing for refusals and closed households (a total of 20%), 700 households were sampled. The sampling design for the ISA-Camp 2008 survey has been described in detail by Alves 13 .
The variables analyzed in the current study include: a) Demographic and socioeconomic: interviewee's level of schooling (complete years of schooling); age; self-reported race/color; birthplace; religion; marital status; number of persons in the household; current occupation; type of worker; number of household assets; monthly per capita family income (in times the minimum wage); private health plan coverage; dental coverage; b) Health-related behaviors: alcohol dependence (measured by the Alcohol Use Disorders Identification Test -AUDIT, with 8 points or more considered positive for dependence) 14 ; frequency of alcohol consumption (< 4 times/week and ≥ 4 times/week); current smoker; smoking cessation, defined as the percentage of ex-smokers among those who have ever smoked (current smokers and ex-smokers); passive smoker (non-smoker exposed to cigarette smoke at least 1 hour per day); leisure-time physical activity: active (at least 150 minutes per week, on 3 days of the week), insufficiently active (less than 150 minutes per week or on fewer than 3 days in the week), sedentary (no time devoted to leisure-time physical activity in the week); body mass index (BMI) according to World Health Organization (WHO) guidelines 15 for adults: underweight (< 18.5kg/m 2 ), normal weight (18.5 to < 25kg/m 2 ), overweight (25 to < 30kg/m 2 ), excess weight (≥ 25 kg/m 2 ); and obese (≥ 30 kg/m 2 ); consumption of fruit, vegetables, leafy vegetables, and milk fewer than 7 days a week; daily soft drink (soda) consumption; c) health status: bad or very bad self-rated health; common mental disorder (CMD), defined according to the Self-Reporting Questionnaire (SRQ-20), with greater than 8 points defined as presence of CMD 16 ; the following diseases reported as having been diagnosed by a health professional, based on a checklist: arterial hypertension (high blood pressure), heart disease, asthma, bronchitis, emphysema, tendinitis, RSI/WRMD, circulatory problems; self-reported health problems not diagnosed by a health professional: frequent headache or migraine, back pain or problem with spinal column, allergy, emotional problem, dizziness or vertigo, visual impairment (total or partial), use of eyeglasses or contact lenses, and use of dental prostheses; accidents in the previous year; d) Use of health services: use of health services in the 15 days prior to the interview; hospitalizations in the previous 12 months; surgery any time in life and in the previous 12 months; dental visit in the previous 12 months; consumption of medicines in the previous 3 days; preventive tests for men 40 to 59 years of age: PSA and digital rectal examination in the previous year; routine medical consultation for individuals with arterial hypertension.
The dependent variables were all those related to health behaviors and conditions and use of health services, while the principal independent variable was schooling, categorized as 0 to 8 versus 9 or more years of school. Demographic and socioeconomic variables were used to characterize the study population. The estimated prevalence ratios were adjusted for age, and in the case of use of health services (medical consultations, hospitalization, surgeries, and consumption of medicines), for age and number of chronic diseases, to control for confounding.
Analysis of the associations between dependent and independent variables used the chisquare test with 5% statistical significance, and the crude and adjusted prevalence ratios (PR) and respective 95% confidence intervals (95%CI) were estimated using Poisson regression. Data were analyzed with Stata 11.0 (Stata Corp., College Station, USA), which considers the different weights of individuals comprising the sample, as well as the sample design effect. 
Results
Data were analyzed from a probabilistic sample of 449 men living in Campinas, ranging from 20 to 59 years of age, with a mean of 37 years (95%CI: 36.02-37.95). In this population, 35.7% (95%CI: 27.9-44.3) reported 0 to 8 years of schooling, while the rest had 9 years or more. Except for religion, the demographic and socioeconomic characteristics showed statistically significant differences (p < 0.05) between men from the two schooling strata (Table 1) . Men with less schooling showed higher proportions of non-white individuals, those born in other States, with lower income, and less medical and dental coverage. There were also proportionally more unemployed individuals among those with less schooling. Proportionally more men with more schooling had 15 or more household assets.
As for health-related behaviors (Table 2) , there were higher rates of alcohol dependence, alcohol consumption four or more times a week, and smoking among men with less schooling. For leisure-time physical activity, there were proportionally more sedentary men among those with less schooling. Analyzing food consumption, men with less schooling shower a higher proportion of non-daily consumption (less than 7 days of week) of fruit, vegetables, and leafy vegetables.
As shown in Table 3 , the male population with less schooling showed a higher prevalence of bad or very bad self-rated health and at least one chronic disease, arterial hypertension, frequent headache or migraine, and backache. Other diseases were not significantly associated with level of schooling. Visual impairment was significantly more prevalent in men with less schooling, who were also less likely to use eyeglasses or contact lenses when compared to men with more schooling. Use of dental prosthesis was also significantly more prevalent in men with less schooling.
Analysis of use of health services only showed a statistically significant difference for dental services in the previous year (men with less schooling were less likely to have used such services, as shown in Table 4 ). The other variables related to use of health services showed no significant differences between the two schooling strata.
Discussion
This study's findings point to the magnitude of social inequality among adult men in Campinas; those with less schooling were underprivileged in relation to health-related behaviors, health conditions, and use of dental services.
Men with less schooling were significantly more likely to consume alcohol four or more times a week (PR = 2.97; 95%CI: 1.38-6.41). Another study in Campinas had shown similar results 17 . On the other hand, other studies have shown a higher prevalence of excessive alcohol intake in the social stratum with more schooling 18, 19 .
Prevalence of alcohol dependence or abuse, as evaluated by AUDIT, was 15.9%, and men with less schooling showed a 67% greater probability of being alcohol-dependent as compared to those with more schooling. This inverse associa- 21 , and in the city of Rio Grande, Rio Grande do Sul State 22 . There is a lack of consensus concerning the profile for frequent alcohol consumption and alcohol abuse according to different socioeconomic strata, although most studies indicate higher frequency of intake among individuals with higher socioeconomic status, while alcohol dependence is more common in the lower socioeconomic stratum 23 . The current study showed an association between smoking and level of schooling, with a higher proportion of current smokers among men with less schooling (36.7%). This prevalence exceeds the estimates for socially more vulnerable segments in Brazil (24.2%) and in the city of São Paulo (28%) according to a telephone health survey in 2006, focusing on males 18 years or older 24 . An inverse association between schooling and smoking, as found in the current study, is a consensus in the Brazilian and international literature 18, 25, 26, 27 .
Among men with less education, 70.9% were considered sedentary as defined by lack of leisure-time physical activity, and they were 1.33 times more likely (95%CI: 1.11-1.59) to be inactive as compared to men with more schooling. An inverse association between schooling and sedentary lifestyle was also found in health surveys conducted in the State of São Paulo, considering men 18 to 59 years of age 28 , and in Greater Metropolitan Belo Horizonte, Minas Gerais State 18 . The high percentage of sedentary lifestyle among men in Campinas suggests a lack of stimuli and adequate locations for practicing physical activities, especially for men with lower socioeconomic status.
Non-daily consumption (fewer than 7 days a week) of fruit, vegetables, and leafy vegetables reached prevalence ratios of 1.25 (95%CI: 1.10-1.42), 1.55 (95%CI: 1.27-1.90), and 1.27 (95%CI: 1.11-1.45), respectively, in the male population with less schooling in Campinas. Similar results have been shown elsewhere in the literature 29, 30 .
Bad or very bad self-rated health was found among 10.3% of men with less schooling, and was 2.91 times more frequent (95%CI: 1.97-7.09) than among those with more schooling. Other studies have found an inverse association between schooling and self-rated health 31, 32, 33 . According to Dachs 31 , age is the single most important factor in self-rated health, but schooling and income show relevant additional contributions to this health dimension.
The presence of one or more chronic diseases was significantly associated with level of schooling; prevalence was higher among men with lower socioeconomic status. Similar results were found in the Brazilian adult population (18 years or older), based on data from the Brazilian National Household Sample Survey (PNAD 2008) 34 , and in the population 30 years or older, accord-ing to the Telephone Survey for the Surveillance of Risk and Protective Factors for Chronic Diseases (VIGITEL 2006) 35 . The same relationship has been published in the international literature 36, 37 .
With the exception of allergy, all the chronic diseases and self-reported health problems showed higher prevalence rates among men with less schooling. However, statistically significant differences were only observed for hypertension, frequent headache or migraine, backache, and visual impairment. 39 , and among American men 20 years and older 40 .
As in the current study, in Portugal 41 and in Pelotas, Rio Grande do Sul State, Brazil, 42 headache and backache were associated with level of schooling, with prevalence inversely associated with schooling, a relationship that was mediated by the greater exposure of individuals with less schooling to heavy work overload, both at home and at work, among other factors 43 .
Visual impairment was associated with level of schooling and was more prevalent in the lower socioeconomic stratum, thus corroborating other studies in four cities in São Paulo State 44 , in Campinas 23 , and in the United States 45 . This inverse association was probably due to the fact that individuals with lower income and less schooling have less access to services that allow detection of their visual impairments or access to eyeglasses and contact lenses. The latter assumption was supported by this study, showing a lower proportion of use of eyeglasses and contact lenses among men with less schooling.
Use of dental prosthesis was more prevalent among men with less schooling. This calls attention to the problem of early tooth loss, a marker for social inequality 46 that reflects less access to quality dental services.
Except for dental care, there were no statistically significant differences between men from different schooling strata in relation to the use of services, which could indicate a tendency toward equity in access in Campinas in terms of use of health services in general. Although the sample size may have prevented the study from detecting statistical differences between the two strata in access to health services, a similar result appeared in the elderly population in Campinas in the same household survey cited in the current study, suggesting that organization of the health system in the municipality is leading to more equitable access 23 .
As for use of dental services, the study's findings are consistent with those of other studies in Brazil that have indicated the presence of socioeconomic inequalities (assessed by income or schooling), whereby individuals from more vulnerable social strata were less likely to use dental services (PR = 0.61; 95%CI: 0.45-0.82) 47, 48 . Data from the PNAD 2008 showed some attenuation in socioeconomic inequality over the years in the use of dental services, but still with a persistent degree of inequality 49 . Non-utilization of dental services is associated not only with socioeconomic issues 50 , but also with the scarce supply of public oral health services 51 .
Some limitations to this study should be considered. One was the sample size, sufficient to estimate most of the target prevalence rates, but insufficient for less frequent diseases and events. Another limitation was that the study was based on self-reporting, thus subject to information biases, which can underestimate or overestimate the real prevalence rates, such as those for socially undesirable behaviors, which tend to be underestimated 23 . In addition, the cross-sectional design does not allow establishing causal inferences between the variables. It is also possible that the social inequality shown here in relation to the presence of diseases may be underestimated, considering that individuals with less schooling tend to have less access to quality health services and diagnostic technologies, and thus would tend to underreport this information 34 .
This study is relevant as the first to use health survey data to analyze social inequalities in health in the population of young Brazilian men, the target public for the PNAISH. The study's findings can contribute to the equitable planning of strategic measures as proposed in the National Action Plan under the PNAISH 52 and developed in the SUS, considering the magnitude of social inequalities observed in most of the health-related behaviors, the prevalence rates for some diseases, and the use of dental services. Such studies are necessary to detect and monitor health determinants for men, fostering discussion on the importance of inter-sector actions that extrapolate the health sector and favoring the improvement of health indicators and decreasing early mortality in the male population. 
Resumo

